VERSION 1 -REVIEW
I thought the introduction was quite well written, and I particularly appreciated the justification to look beyond just 30 days repeat visit/admission.
3. pg 7 line 20 -It is clear why the interest in repeat visits/admissions within 30 days, but why the second division at 6 months to 24 months? Have other studies considered this an important time point? If so, offer the justification Method 4. pg 7 line 4 -This is the first time intellectual disability diagnosis is introduced. Perhaps it should be clearer in the introduction that this is a specific comorbidity of interest. (the introduction is more general pointing to cognitive comorbidity) 5. pg 7 line 18 introduces the ID MDS and suggests that it is through this dataset that ID is identified, but it also suggests on line 4 that ID is identified in a different dataset. It may be that ID can be identified in either and that linkage allows for greater likelihood of identification, so if this is made evident in a general sentence prior to describing each dataset, this might be helpful. e.g., certain diagnoses could be captured through multiple datasets.
I understand from reading later in the methods that ID could be identified from any dataset at any time point. I understand why this was done, but it might not be clear to a reader who is less familiar with the ID population and the reality that depending on the reason for admission and the severity of the ID, it may not be recorded as a diagnosis in this admission (hence inclusion of multiple datasets). 6 . I see that diagnoses such as Down syndrome, Autism, FAS were not included in the intellectual disability diagnoses. This conservative way of identifying ID could also mean that some individuals with ID were excluded. For example, some individuals with Down syndrome or ASD may not have the ID diagnosis also recorded. This may be less of an issue within the ID MDS dataset than the health datasets, but it may also mean that this subgroup is biased toward including people receiving ID services. Perhaps this should be commented on within the limitations.
7. Given that psychiatric hospitalizations are more common in the ASD population, would it be important to study this group separately? Would they be in the psychiatric comorbidities group under OTHER and could they be studied as part of or separately from the ID group? If not, perhaps this could be addressed in limitations as well (some specific comorbidities not explored that could be relevant).
8. p7 line 37 -perhaps make it clearer whether this is the first admission studied in the time period of interest or if it was the patient's first admission. Since data could only be looked back as far as 2005, it is possible there was another admission prior to this time so it might be best to say the first admission from 2005 onward. Results 9. Two variables not considered in the predictive models that might be very important are complexity of presentation (something like the number of comorbidities, as opposed to just studying different comorbidities separately), and the length of the first admission. It may be that brief admissions are more likely to have poorer planning following, but that longer admissions lead to improved discharges. The opposite could also be true: those with longer admissions could be more "institutionalized" and have greater difficulty transitioning into the community. Discussion 10. pg 27 -important discussion of addiction findings with regard to why inpatient readmission so likely. Are there thoughts about why relative to that ED admissions are less likely? Is this because many people have to go to ED in crisis across conditions, but it is the presence of the addiction that is why an individual requires inpatient admission? perhaps further discussion on this would be warranted. the difference btwn the two is huge.
11. pg 28 line 45 -replace along with alone 12. p29 line 50 -I might expand further on why physical health comorbidities emerge more over time as predictors. Is this a problem in terms of community based care? or is it the reality that individuals with serious psychiatric disorders develop increased complexity over time? The 30 day indicator is a reflection of poor transition planning, but the longer term indicator may reflect something quite different.
13. pg 30 line 14 -are authors suggesting that 4% of individuals identified as having ID were identified only from hospital records, suggesting that 96% were identified also with the ID MDS dataset? This is unclear.
REVIEWER
Helen Snooks Swansea University, uk REVIEW RETURNED 01-Aug-2017
GENERAL COMMENTS
This is an important topic and the authors have pulled together a strong dataset. However the research questions as set out are notand cannot be answered within this dataset. To answer questions about whether patients are at higher risk of readmission, data are required about other patients -who are not readmitted. The authors need to revise their questions/objectives or their methods (study design and and analysis) before this paper should be considered for publication.
REVIEWER

Fenglian Xu University of Technology Sydney, Faculty of Health REVIEW RETURNED
21-Aug-2017
GENERAL COMMENTS
This is a interesting topic and the paper is well organized. I have a few minor questions for the author: 1. In methodology section, definitions of comorbidity, principal diagnoses, additional diagnoses and index admission need to be added. For example, comorbidity refers to additional diagnoses of the readmission with a principal diagnosis of psychiatric disorders? or diseases which occurred in a same period of time with the readmission? 2. The picture will be clearer if the total number of total readmissions and length of hospital stay were analysed. 3. This is not 'population study' (page 26 line 8). This study was based on health service data.
REVIEWER
Ingrid H. Johansen National Centre for Emergency Primary Health Care, Uni Research Health, Bergen, Norway REVIEW RETURNED 25-Aug-2017
GENERAL COMMENTS
Thank you for the opportunity to review this paper. This is a potentially interesting paper based on analysis of a huge dataset. It seems that the aim is to explore factors associated with acute somatic or psychiatric care after index psychiatric admission. The authors have chosen to explore associations in three time intervals, to see if there are any differences between the patients readmitted in the given intervals regarding principle diagnosis at index admission, sociodemographic factors and comorbid conditions. Unfortunately, this manuscript has been prematurely submitted, and need major work before it can be properly judged. Due to the shortcomings of the manuscript, I have focused my review on methods and results, and I have the following suggestions for improvement: 1. The authors have made some choices which needs further explanation in the methods: a.
The authors need to explain or argue for their chosen time intervals (0-1 month, 2-5 months, 6-24 months). Clinically we are often concerned about patients readmitted within the first week of their discharge, as this is a strong indication of a serious condition, premature discharge or insufficient follow up after discharge. The longer timespan from index admission, the more likely it is that a new admission is the result of new disease, new events of life or the general undulation of chronic conditions. b.
The principle psychiatric diagnosis was categorized into 6 subgroups, with a huge group of "others" containing F00-09, Table 1 "others" contains 25% of the included patients and constitutes the second biggest subgroup in the study. I will encourage the authors to break this group down. Clinically one would expect that for example the F40-48 group would have a different pattern of service use than the F20-29 or the F00-09 group. c.
The authors have chosen to use the Charlson Comorbidity Index, and it is unclear to me what they want to gain by this, especially as they do not seem to use the index as it is intended. As a result, they have ended up having a mixed list of comorbidities, ranging from specific conditions like paraplegia and peptic ulcers, to large, combined and unspecified groups like heart conditions and pulmonary disease. If they chose to keep the index as a measure for comorbidity, it would be more natural if they grouped the comorbidities according to their Charlson severity score. With the current presentation they could just as well consider using ICD-10 categories. d.
At page 9 the authors write: "An episode that occurred in a psychiatric facility where drug and alcohol codes were given as a principle diagnosis was excluded". This needs further explanation, as these episodes should count when registering readmission, as well as when registering drug and alcohol use as a comorbidity. If drug and alcohol misuse without any additional psychiatric symptoms is a reason for admission to psychiatric wards in Australia, this should be declared in the description of the setting. 2.
In the results the following have to be reconsidered: a.
Currently numbers are presented in both text and tables. This is redundant and disturbs the focus of the reader. Most interested readers will read the tables for themselves, and just need the text for guidance to what the authors found important and want to discuss. b.
I miss a general presentation of the pattern of readmission for the group as a whole, including average time to first readmission dependent and independent of service, patterns of readmission to each and both services, including frequent attendance. c.
From the numbers presented, some patients must have been readmitted several times during the follow up period. It is also likely that diagnostic groups differ in which services they are readmitted to. The paper does not address the issue of frequent attenders at all, and this is a major shortcoming in a paper where the data seems to allow for that kind of individual analysis. I also miss information about overlap of use of the two services, for example by diagnostic group. d.
The profile for readmissions could probably be more pedagogically presented by using a survival plot for different subgroups. A survival plot would give a better idea about when the patients are readmitted, and could for example concentrate on time from discharge to first readmission in either of the two services. Such plot could also serve as a basis for the chosen time periods. As initially mentioned, this is potentially a very interesting paper, based on a huge dataset. I would like to encourage the authors to continue their work with this paper to make their findings accessible to the scientific community.
REVIEWER
Professor Tarun Bastiampillai Flinders University,Department of Psychiatry South Australia, Australia REVIEW RETURNED 03-Sep-2017
GENERAL COMMENTS
This is an interesting and important study that is well written and argued. It is of note and surprising that that type of analysis (multiple time intervals) has not been conducted before, which further increases the relevance of this study. It would have been useful to have also analysed Length of stay metrics in the inpatient ward for the index episode as possible predictor of subsequent readmission and representation.
VERSION 1 -AUTHOR RESPONSE
Reviewers' Comments to Author:
Reviewer: 1 We amended the sample for analysis in both the Emergency Department (ED) presentation and readmission datasets to improve the robustness and clarity of the analysis by restricting all reported numbers of ED presentations and admissions in both the abstract and results only to those which occurred within the 24 months after index admission. The sentences are now revised to "Index admission was identified in 35,056 individuals (51% males) with a median age of 42 years. A total of 12,826 (37%) individuals had at least one ED presentation in the first 24 months after the index admission. Of those, 3,608 (28%) presented within 0-1 month, 6,350 (50%) within 2-5 months and 10,294(80%) within 6-24 months after index admission. A total of 14,153 (40%) individuals had at least one psychiatric readmission in the first 24 months. Of those, 6,808 (48%) were admitted within 0-1 month, 6,433(45%) within 2-5 months and 7,649 (54%) within 6-24 months after index admission" on page 2 line 15. We have also revised the results section to reflect this change.
2. How come the proportion readmitted by time period does not add up to 100%? Is it because of multiple readmissions? -In reading the results, I see this is because you include multiple admissions. If you keep this detail in the abstract, you may have to say at least one ED visit and at least one repeat admission in each of the time periods, so it is understood why they add up to more than 100%.
Due to the word limit of the abstract, we cannot add an extra sentence as suggested. For clarity, we have added "An individual could have more than one type of outcome and could have multiple admissions within one interval and across the time span" in the method page 10 line 2-4 to indicate that each individual can have multiple admissions within one interval and across the study period.
3. pg 7 line 20 -It is clear why the interest in repeat visits/admissions within 30 days, but why the second division at 6 months to 24 months? Have other studies considered this an important time point? If so, offer the justification "A recent study by Kadam et al (2017) 22 of acute healthcare service use and unplanned hospital admissions suggests that future research should include longer readmission intervals. Time intervals such as 6, 12 and 24 months after an admission have been used by various studies to gain a more comprehensive perspective on the service trajectory of a cohort 21 23-25 " This has been added on pages 6 (line 21-24) and page 7 line 1 to justify the inclusion of longer time intervals.
Method 4. pg 7 line 4 -This is the first time intellectual disability diagnosis is introduced. Perhaps it should be clearer in the introduction that this is a specific comorbidity of interest. (the introduction is more general pointing to cognitive comorbidity)
We have added more information in the introduction (page 6 line 1-4) to be clearer that intellectual disability is a comorbidity of interest in our study: "For example, a Canadian 14 study found that individuals with ID and mental illness were more likely to have ED presentations and psychiatric admissions when comparing to individuals with ID only and mental illness only " 5. pg 7 line 18 introduces the ID MDS and suggests that it is through this dataset that ID is identified, but it also suggests on line 4 that ID is identified in a different dataset. It may be that ID can be identified in either and that linkage allows for greater likelihood of identification, so if this is made evident in a general sentence prior to describing each dataset, this might be helpful. e.g., certain diagnoses could be captured through multiple datasets. I understand from reading later in the methods that ID could be identified from any dataset at any time point. I understand why this was done, but it might not be clear to a reader who is less familiar with the ID population and the reality that depending on the reason for admission and the severity of the ID, it may not be recorded as a diagnosis in this admission (hence inclusion of multiple datasets).
A sentence has been added in the methods section to clarify the use of multiple datasets to identify intellectual disability and drug and alcohol comorbidity. The sentence on page 8 line 21 now reads "The Disability Services Minimum Dataset (DS MDS) is a state service data collection scheme that is collected by a disability administrator in each Australian jurisdiction. It contains information on intellectual disability diagnosis, which was used in conjunction with the APDC and EDDC to identify intellectual disability status".
6. I see that diagnoses such as Down syndrome, Autism, FAS were not included in the intellectual disability diagnoses. This conservative way of identifying ID could also mean that some individuals with ID were excluded. For example, some individuals with Down syndrome or ASD may not have the ID diagnosis also recorded. This may be less of an issue within the ID MDS dataset than the health datasets, but it may also mean that this subgroup is biased toward including people receiving ID services. Perhaps this should be commented on within the limitations.
Down syndrome and FAS were included in the ID cohort. We have added "Consistent with our previous approach, we identified ID with codes including: childhood disintegrative and overactive disorders associated with mental retardation; intellectual development delay; mild through profound mental retardation; Down syndrome and other chromosomal anomalies associated with mental retardation; Fragile X syndrome and congenital malformation syndromes due to known exogenous causes 35" in the methods section on page 11 line 19-24 to clarify the inclusion of Down syndrome and FAS in our ID cohort. People with ID plus autism spectrum disorder (ASD) is also present in the sample, however, we did not include ASD without ID as this was beyond the scope of the study.
We have added "We also acknowledge that a small proportion of individuals with borderline and mild ID may not be identified in the ID cohort if they did not receive disability services previously." in the limitation section page 35 line 5-7 to address the potential bias that the included ID population may be skewed more towards the severe end of the spectrum.
We agree that health service use in the ASD population is a very interesting research area which we intend to investigate in our future work.
We have added this point to page 34 line 25 to the limitation section: "ID had a robust and persistent impact on both ED presentation and psychiatric readmission; however, due to the limitation of the research scope of this study, we did not further examine sub-groups of people with ID. The results of the current study are a strong indicator of the unmet needs of the ID population. Further research that examines sub-populations such as individuals with Autism, Down syndrome and FAS within the ID population is needed to understand their needs."
8. p7 line 37 -perhaps make it clearer whether this is the first admission studied in the time period of interest or if it was the patient's first admission. Since data could only be looked back as far as 2005, it is possible there was another admission prior to this time so it might be best to say the first admission from 2005 onward.
"First ever admission" has been replaced by "index admission" in this sentence.
Results
9
. Two variables not considered in the predictive models that might be very important are complexity of presentation (something like the number of comorbidities, as opposed to just studying different comorbidities separately), and the length of the first admission. It may be that brief admissions are more likely to have poorer planning following, but that longer admissions lead to improved discharges. The opposite could also be true: those with longer admissions could be more "institutionalized" and have greater difficulty transitioning into the community.
Length of stay at index admission has been added as a new variable. We have also replaced all physical comorbid conditions with the Charlson Comorbidity Index Score.
The results from the new analysis suggested that having a comorbidity index score greater than 0 was associated with ED presentations and psychiatric readmission. A Charlson comorbidity index score of 0 indicates that an individual had no other illness listed under the Charlson Comorbidity Index recorded in the study period. A higher comorbidity index increased the likelihood of ED presentations and decreased the likelihood of psychiatric readmission.
We have added "Previous studies15 reported a high prevalence of physical comorbidity among individuals with mental illness and we found that the Charlson comorbidity index score had an opposite impact on ED presentation and psychiatric readmission. The Charlson comorbidity index score is often used to predict mortality rate within a year 46. Individuals with more severe physical comorbidities were understandably more likely to present to ED and less likely to be readmitted to a psychiatric facility. The current study was unable to investigate whether physical health comorbidities were related to the index admission or the onset of a psychiatric illness. The findings do however suggest that an emphasis on tailored and holistic healthcare is needed within both mental health services and primary healthcare settings." on page 32 line 3-12 in the discussion.
The length of stay was associated with fewer ED presentations across the study period and psychiatric readmission in the first month and it increased the likelihood of psychiatric readmission in the last 2 intervals.
We have added "The association between length of stay at index admission and ED presentations differed from that observed with readmission, and may have related to the interaction of initial severity/complexity of presentation (determining index admission length) and time-dependent factors such as subsequent clinical pathways. For individuals experiencing first psychiatric admission, subsequent allocation of community supports may be most cohesive for those with higher levels of complexity, for which length of index admission may be a proxy. This could have mitigated representation to ED and early rates of readmission. With time, it is possible that community supports become less cohesive over time, and indeed a weakening of the relationship between length of index admission and representation to ED was noted over time. Whilst the same mitigation was initially apparent in the 1 month readmission data, this appeared to be swamped in subsequent time periods by other factors. Although this is harder to explain, it is possible that those individuals with greater complexity may have subsequently been more likely to present directly to psychiatric inpatient facilities. This occurs in some jurisdictions in Australia for those who are more acutely disturbed. The variable findings over time reaffirm the need to include longer time intervals to gain insights into service trajectory." on page 30 line 11 in the discussion.
Discussion 10. pg 27 -important discussion of addiction findings with regard to why inpatient readmission so likely. Are there thoughts about why relative to that ED admissions are less likely? Is this because many people have to go to ED in crisis across conditions, but it is the presence of the addiction that is why an individual requires inpatient admission? perhaps further discussion on this would be warranted. the difference btwn the two is huge.
There are potential reasons for the differences between ED presentation and psychiatric readmission but bringing clarifying to these issues using the current analyses and datasets is difficult. In a crisis situation (the individual is at risk of harming others or themselves), it is likely that the person is admitted to a psychiatric facility bypassing the ED.
Drug and alcohol as a comorbid condition showed strongest associations in both ED presentation and psychiatric readmission analyses. In the most recent mental health service report, mental and behavioural disorders due to psychoactive substance use (such as alcohol dependency disorders) were reported as the most frequent recorded principle diagnoses in mental health-related ED presentations, indicating the high number of individuals accessing psychiatric support through ED (AIWH 2017) . The relative figures are also understandably stronger for psychiatric readmission given that such comorbidity is commonly managed in a psychiatric facility. The repeat service user is also likely to be admitted directly to a psychiatric facility. However, these clinical interpretations have limited published evidence.
We have added a sentence in the conclusion (page 31 line 19) to advocate for more research in the area. The added sentence is "Drug and alcohol comorbidity also had a stronger association with psychiatric readmission than ED presentation; such a difference may be partially explained by the proportion of individuals with complex needs being admitted to a psychiatric facility bypassing ED. However, more research is needed to investigate the factors attributed to this distinctive service utilisation pattern".
pg 28 line 45 -replace along with alone
The word along is now replaced with alone.
12. p29 line 50 -I might expand further on why physical health comorbidities emerge more over time as predictors. Is this a problem in terms of community based care? or is it the reality that individuals with serious psychiatric disorders develop increased complexity over time? The 30 day indicator is a reflection of poor transition planning, but the longer term indicator may reflect something quite different.
Although evidence in Australia suggests that a high percentage of individuals with psychiatric disorders have comorbid physical conditions, no study has investigated the time dynamics of the development of physical illness after the first contact to a psychiatric facility. The two reasons mentioned in the comment may both be valid. Given that we have changed the physical comorbid conditions to the Charlson comorbidity index score, the emerging effect over time is less obvious in the new results.
The sentence has been revised to provide a clearer statement: '' Although the current study used three different administrative databases to identify individuals with ID, our separate cohort analysis showed that majority of the ID population were identified through the disability dataset or multiple datasets, only 4% of the ID population in this dataset was identified by the admitted patient records and emergency department data collection alone which is unlikely to influence the validity of ID status identification" on page 34 line 13.
Reviewer: 2
Reviewer Name: Helen Snooks Institution and Country: Swansea University, uk Please state any competing interests or state 'None declared': None declared This is an important topic and the authors have pulled together a strong dataset. However, the research questions as set out are not -and cannot be answered within this dataset. To answer questions about whether patients are at higher risk of readmission, data are required about other patients -who are not readmitted. The authors need to revise their questions/objectives or their methods (study design and and analysis) before this paper should be considered for publication.
We would like to thank Professor Helen Snooks for her comments. However, we believe the reviewer misunderstood the study design. The aim of the study was to assess factors associated with ED presentation and psychiatric readmission after a person had a psychiatric admission and to understand the factors that influence the service trajectory of the cohort who already had contacts with the mental health system.
Reviewer: 3
Reviewer Name: Fenglian Xu Institution and Country: University of Technology Sydney, Australia Please state any competing interests or state 'None declared': none This is a interesting topic and the paper is well organized.
I have a few minor questions for the author:
We would like to thank Associate Professor Fenglian Xu for her comments and suggestions, each of which has been addressed below. These have helped us to refine the manuscript. Each of the comments have been addressed below. Please note all the included references to the page numbers and lines were based on the track change version of the manuscript.
1.In methodology section, definitions of comorbidity, principal diagnoses, additional diagnoses and index admission need to be added. For example, comorbidity refers to additional diagnoses of the readmission with a principal diagnosis of psychiatric disorders? or diseases which occurred in a same period of time with the readmission?
The index admission definition can be found on page 9 line 8-11. We have added the definitions of the principal diagnosis on page 10 line 12. The sentence is "The principal diagnosis was defined as the condition mainly responsible for a patient's episode of care in hospital 30". We have changed the physical comorbid condition to Charlson comorbidity index score and its definition can be found on page 10 line 23 to page 11 line 2.
1. The picture will be clearer if the total number of total readmissions and length of hospital stay were analysed.
We have extensively extended the included descriptive data and it is now read "12,826 (37%) individuals had at least one ED presentation in the 24 months after index admission. Of those, 3,608 (28%) had ED presentations in the first month after the index admission and 6,350 (50%) and 10,294 (80%) individuals had ED presentations in the intervals of 2-5 months and 6-24 months after the index admission, respectively. The median (IQR) time to an ED presentation after the index admission was 107 (24-296) days" and "In the study period, 14,153 (40%) individuals had at least one psychiatric readmission in the 24 months after the index admission. Of those, there were 6,808 (48 %) individuals with readmissions in the first month, 6,433 (45%) individuals with readmissions 2-5 months after the index admission and 7,649 (54%) with readmissions 6-24 months after the index admission. The median(IQR) time to a psychiatric readmission after the index admission was 36 (4-209) days" on page 16 line 3 and page 23 line 1 respectively. The median length of stay has also been added to table one and on page 13 line 18-19 "The median (IQR) length of stay at index admission was 9 days (2-21 days)."
Length of stay at index admission has been added as a new variable.The length of stay was associated with fewer ED presentations across the study period and psychiatric readmission in the first month and it increased the likelihood of psychiatric readmission in the last 2 intervals.
We have added "The association between length of stay at index admission and ED presentations differed from that observed with readmission, and may have related to the interaction of initial severity/complexity of presentation (determining index admission length) and time-dependent factors such as subsequent clinical pathways. For individuals experiencing first psychiatric admission, subsequent allocation of community supports may be most cohesive for those with higher levels of complexity, for which length of index admission may be a proxy. This could have mitigated representation to ED and early rates of readmission. With time, it is possible that community supports become less cohesive over time, and indeed a weakening of the relationship between the length of index admission and representation to ED was noted over time. Whilst the same mitigation was initially apparent in the 1 month readmission data, this appeared to be swamped in subsequent time periods by other factors. Although this is harder to explain, it is possible that those individuals with greater complexity may have subsequently been more likely to present directly to psychiatric inpatient facilities. This occurs in some jurisdictions in Australia for those who are more acutely disturbed. The variable findings over time reaffirm the need to include longer time intervals to gain insights into service trajectory." on page 30 line 11 in the discussion.
This is not 'population study' (page 26 line 8). This study was based on health service data.
We have changed the wording to 'cohort study'.
Reviewer: 4 Please note all the included references to the page numbers and lines were based on the track change version of the manuscript.
Thank you for the opportunity to review this paper. This is a potentially interesting paper based on analysis of a huge dataset. It seems that the aim is to explore factors associated with acute somatic or psychiatric care after index psychiatric admission. The authors have chosen to explore associations in three time intervals, to see if there are any differences between the patients readmitted in the given intervals regarding principle diagnosis at index admission, sociodemographic factors and comorbid conditions.
Unfortunately, this manuscript has been prematurely submitted, and need major work before it can be properly judged. Due to the shortcomings of the manuscript, I have focused my review on methods and results, and I have the following suggestions for improvement:
1. The authors have made some choices which needs further explanation in the methods:
a. The authors need to explain or argue for their chosen time intervals (0-1 month, 2-5 months, 6-24 months). Clinically we are often concerned about patients readmitted within the first week of their discharge, as this is a strong indication of a serious condition, premature discharge or insufficient follow up after discharge. The longer timespan from index admission, the more likely it is that a new admission is the result of new disease, new events of life or the general undulation of chronic conditions. "A recent study by Kadam et al (2017) 22 of acute healthcare service use and unplanned hospital admissions suggests that future research should include longer readmission intervals. Time intervals such as 6, 12 and 24 months after an admission have been used by various studies to gain a more comprehensive perspective on the service trajectory of a cohort 21 23-25 . It is likely that sociodemographic factors and physical and mental health comorbidities may interact to produce increasing complexity over time, with associated increases in the likelihood of re-presentation to acute services. Thus, examination of the factors associated with acute mental health service use over several intervals, and for a substantial time period, is an important step in development of comprehensive understanding of the drivers of service use". This has been added on pages 6 (line 21-24) and page 7 line 1-6 to justify the inclusion of longer time intervals.
b. The principle psychiatric diagnosis was categorized into 6 subgroups, with a huge group of "others" containing F00-09, F40-48, F50-59, F70-79, F80-89, F90-98 and F99. In Table 1 "others" contains 25% of the included patients and constitutes the second biggest subgroup in the study. I will encourage the authors to break this group down. Clinically one would expect that for example the F40-48 group would have a different pattern of service use than the F20-29 or the F00-09 group.
It is a very helpful point which we have addressed this by further separating the anxiety and stress related psychiatric disorder (F40-48) and organic psychiatric disorder (F00-09) from the 'other' group. There were 7,363 individuals with anxiety and stress related psychiatric disorders and 667 individuals with organic psychiatric disorders. Anxiety and stress related disorder was associated with fewer ED presentations in the last interval compared to mood disorder. While organic psychiatric disorder was associated with fewer psychiatric readmissions across the study period, stress and anxiety related disorder was only significant in the first and last interval. The results are presented in table 1, 2 and 3.
c. The authors have chosen to use the Charlson Comorbidity Index, and it is unclear to me what they want to gain by this, especially as they do not seem to use the index as it is intended. As a result, they have ended up having a mixed list of comorbidities, ranging from specific conditions like paraplegia and peptic ulcers, to large, combined and unspecified groups like heart conditions and pulmonary disease. If they chose to keep the index as a measure for comorbidity, it would be more natural if they grouped the comorbidities according to their Charlson severity score. With the current presentation they could just as well consider using ICD-10 categories.
We have replaced all physical comorbid conditions with the Charlson Comorbidity Index Score.
d. At page 9 the authors write: "An episode that occurred in a psychiatric facility where drug and alcohol codes were given as a principle diagnosis was excluded". This needs further explanation, as these episodes should count when registering readmission, as well as when registering drug and alcohol use as a comorbidity. If drug and alcohol misuse without any additional psychiatric symptoms is a reason for admission to psychiatric wards in Australia, this should be declared in the description of the setting.
In the statistical analysis section on page 10 line 16, we have indicated that drug and alcohol related disorder is a principle diagnosis of interest. We have added "An episode that occurred in a psychiatric facility where drug and alcohol codes were given as a principle diagnosis were excluded to ensure the included condition is not an outcome variable" to clarify the exclusion of drug and alcohol as a principle diagnosis for the comorbidity analysis on page 11 line 15-17.
2. In the results the following have to be reconsidered:
a. Currently numbers are presented in both text and tables. This is redundant and disturbs the focus of the reader. Most interested readers will read the tables for themselves, and just need the text for guidance to what the authors found important and want to discuss.
We have removed all odds ratios and confidence intervals in the text of the manuscript. We have also added a sentence to direct the reader to the table: " Table 2 reports the odds ratios, confident intervals and p values of the factors associated with ED presentations after the index separation in the three intervals" and " Table 3 reports the odds ratios, confident intervals and p values of the factors associated with psychiatric readmissions in the three intervals" on page 16 line 9 and page 23 line 7.
b. I miss a general presentation of the pattern of readmission for the group as a whole, including average time to first readmission dependent and independent of service, patterns of readmission to each and both services, including frequent attendance.
We have added the median time to a psychiatric readmission and an ED presentation to the manuscript: "The median time to an ED presentation is 107 days. The 25 percentile is 24 days and the 75 percentile is 296 days" and "The median time to a psychiatric readmission is 36 days. The 25 percentile is 4 days and the 75 percentile is 209 days" on page 16 line 8 and page 23 line 5. The median length of stay has also been added to table one and on page 13 line 18-19 "The median (IQR) length of stay at index admission was 9 days (2-21 days)." The frequent attendance concern is addressed in the next comment.
c. From the numbers presented, some patients must have been readmitted several times during the follow up period. It is also likely that diagnostic groups differ in which services they are readmitted to. The paper does not address the issue of frequent attenders at all, and this is a major shortcoming in a paper where the data seems to allow for that kind of individual analysis. I also miss information about overlap of use of the two services, for example by diagnostic group.
Thank you for the comment. We agree that frequent service users are important to research in general, and we intend to explore this research area in our future work. In this study, however, we focussed our efforts on understanding factors associated with ED presentation and psychiatric readmission in people who had no psychiatric admission in the preceding 2 years ie who had an 'index' admission. Within this study, there were individuals with multiple admissions and ED presentations after their index admission.
d. The profile for readmissions could probably be more pedagogically presented by using a survival plot for different subgroups. A survival plot would give a better idea about when the patients are readmitted, and could for example concentrate on time from discharge to first readmission in either of the two services. Such plot could also serve as a basis for the chosen time periods.
It is a very good point. Given that the aim of the current study was to explore the factors associated with readmission and ED presentation instead of time to an event, we chose logistic regression. The inclusion of the 3 time intervals is to reflect the service trajectories of the cohort which can have practical implications for service planning and policy design. We intend to explore the datasets using survival analysis in our future work.
As initially mentioned, this is potentially a very interesting paper, based on a huge dataset. I would like to encourage the authors to continue their work with this paper to make their findings accessible to the scientific community.
Reviewer: 5 We would like to thank Professor Tarun Bastiampillai for these comments and suggestions which have helped us to refine the manuscript. Each of the comments have been addressed below. Please note all the included references to the page numbers and lines were based on the track change version of the manuscript. This is an interesting and important study that is well written and argued.
It is of note and surprising that that type of analysis (multiple time intervals) has not been conducted before, which further increases the relevance of this study.
It would have been useful to have also analysed Length of stay metrics in the inpatient ward for the index episode as possible predictor of subsequent readmission and representation.
Length of stay at index admission has been added as a new variable. The length of stay was associated with fewer ED presentations across the study period and psychiatric readmission in the first month and it increased the likelihood of psychiatric readmission in the last 2 intervals.
VERSION 2 -REVIEW
REVIEWER
Yona Lunsky CAMH, University of Toronto, CANADA REVIEW RETURNED 06-Nov-2017
GENERAL COMMENTS
I appreciate the re-analysis with the smaller cohort. I also think the authors have provided greater clarity in their descriptions in the method, responding to my prior concerns.
I think this is a novel study, combining two relevant outcomes -return visits to Ed following discharge and repeat psychiatric admissions. And I think it is interesting to see how patterns by outcome, and by length of time to outcome vary. I think that the paragraph on page 26 revised version no track changes beginning on line 24 is quite long and a little bit complex to follow. Line 11 of the next page is not about diagnosis, but about length of stay of prior admission so perhaps this is a good place to start a new paragraph.
Method
REVIEWER
Ingrid H. Johansen National Centre for Emergency Primary Health Care, Uni Research Health, Bergen, Norway REVIEW RETURNED 14-Nov-2017
GENERAL COMMENTS
The manuscript is improved, and I especially approve of the changes they have done in categorization of psychiatric diagnoses, the new and proper use of the Charlson Comorbidity Index, and the information about average time to readmission. This adds to the value of the paper. However, the manuscript still lack the clarity expected from a paper in a journal like BMJ Open. My objections to the current manuscript are the following: 1. I still do not understand their reasoning regarding exclusion and inclusion of drug and alcohol related admissions. Sorry.
2. It seems to me that the authors do not appreciate the problems with the concept readmission, and the difference between a patient who has been readmitted several times over a certain time period, and a patient who has a single readmission within a certain time period. I understand and appreciate that they want to address frequent users in a different paper, but I still insist that they need to give an overview of the pattern in this paper and show that they understand the problems frequent attenders pose in the interpretation of the results. This could most easily be done by including an additional table showing overall readmissions per patient by time period. The table could for example be organized with columns showing time period and rows showing number of patients with readmissions, and could include ED and psychiatric readmissions separately and/or combined.
3. The socioeconomic status' effect on readmission patterns warrant an in-depth discussion. Is this a finding that can be explained by other factors in the study, like differences in diagnoses? Can it be explained by how the Australian health care system is organized? 4. Although vastly improved, the manuscript still needs a bit of tidying and clarifying. Examples are: -line 12-15 at page 6 (introduction) belongs to the methods section. -In the results the authors claim that 13,116 patients were excluded due to being <18 on July 1st 2005 and 1,094 patients were excluded due to death before the study period. At the same time the authors say in the methods that the included patients had to be alive and aged 18 or more on July 1st 2005. A patient needs to be included in a study to later be excluded. Please clarify. -Please go through results again to see if even more text can be removed from the results section. -Line 3-5 at page 26 (discussion) is redundant. -In general, the results and the discussion should be more focused towards findings which directly corresponds to the aim of the study and which are relevant for the international community. -Line 6-11 at page 30 (discussion) should rather be omitted.
-"Strenghts and limitations" also contains information that belongs to the general discussion. This should be reorganized. -The conclusion should be rewritten, with focus on the contents of line 25 page 31 to line 6 page 32.
I still think that this is a potentially very interesting paper, and encourage the authors to improve the write up of their data.
VERSION 2 -AUTHOR RESPONSE
Reviewer: 1 Reviewer Name: Yona Lunsky Institution and Country: CAMH, University of Toronto, CANADA Please state any competing interests or state 'None declared': None declared Please leave your comments for the authors below I appreciate the re-analysis with the smaller cohort. I also think the authors have provided greater clarity in their descriptions in the method, responding to my prior concerns.
I think this is a novel study, combining two relevant outcomes -return visits to Ed following discharge and repeat psychiatric admissions. And I think it is interesting to see how patterns by outcome, and by length of time to outcome vary.
We would like to thank Professor Yona Lunsky for her comments and suggestions, which have helped us to refine the manuscript. Each of the comments have been addressed below. Please note all the included references to the page numbers and lines were based on the track change version of the manuscript. The sentence has been omitted as suggested by another reviewer.
I think that the paragraph on page 26 revised version no track changes beginning on line 24 is quite long and a little bit complex to follow. Line 11 of the next page is not about diagnosis, but about length of stay of prior admission so perhaps this is a good place to start a new paragraph.
The sentence has been revised to "Principle psychiatric diagnosis has a persistent impact on the service trajectory of an individual." on page 29 line 5-6 in the discussion.
Reviewer: 4
Reviewer Name: Ingrid H. Johansen Institution and Country: National Centre for Emergency Primary Health Care, Uni Research Health, Bergen, Norway Please state any competing interests or state 'None declared': None declared Please leave your comments for the authors below The manuscript is improved, and I especially approve of the changes they have done in categorization of psychiatric diagnoses, the new and proper use of the Charlson Comorbidity Index, and the information about average time to readmission. This adds to the value of the paper. However, the manuscript still lack the clarity expected from a paper in a journal like BMJ Open.
We would like to thank Associate Professor Ingrid H. Johansen for her comments and suggestions, which have helped us refine the manuscript. Each of the comments have been addressed below. Please note all the included references to the page numbers and lines were based on the track change version of the manuscript.
My objections to the current manuscript are the following:
1. I still do not understand their reasoning regarding exclusion and inclusion of drug and alcohol related admissions. Sorry.
The sentence describing the drug and alcohol comorbidity inclusion criteria has been revised to improve clarity. It now reads: "Drug and alcohol comorbidity coding was derived differently for the analyses of psychiatric readmission and ED presentation outcomes. For ED presentation outcomes, drug and alcohol comorbidity codes were derived from the APDC and were obtained by hospital episodes where drug and alcohol appeared in one of the diagnoses regardless of the admission type. However, for psychiatric readmission outcomes, to avoid conflation with the primary reason for psychiatric admission, we excluded drug and alcohol comorbidity diagnoses when these were the primary reason for admission to the psychiatric facility" on page 10 line 20-24 and page 11 line 1-6.
2. It seems to me that the authors do not appreciate the problems with the concept readmission, and the difference between a patient who has been readmitted several times over a certain time period, and a patient who has a single readmission within a certain time period. I understand and appreciate that they want to address frequent users in a different paper, but I still insist that they need to give an overview of the pattern in this paper and show that they understand the problems frequent attenders pose in the interpretation of the results. This could most easily be done by including an additional table showing overall readmissions per patient by time period. The table could for example be organized with columns showing time period and rows showing number of patients with readmissions, and could include ED and psychiatric readmissions separately and/or combined. Table 2 and table 4 have been added to the manuscript. The quartiles of the number of ED presentation and psychiatric readmission have been added to page 15 line 3-9 and page 22 line 3-6, respectively. A paragraph has also been added in the discussion section that reads "A commonly agreed definition of 'frequent users' is those with 3 or more visits per year for ED presentation47. A quarter of the cohort had 3 or more ED presentations even within a short 2 to 5 months period after index admission. Past studies have found that frequent ED users tend to have complex healthcare needs and are frequent users of primary and acute health services 48 49. The current study also found that non-psychiatric admissions increased the likelihood of ED presentations and psychiatric readmission. These findings suggest that strong relationships exist between each component of acute healthcare services and are in keeping with past research50 in which a small proportion of acute service users consumed intensive resources and were not optimally managed within the context of acute healthcare setting. Further research is needed to explore the characteristics of frequent service users in this cohort." on page 32 line 4-14.
3. The socioeconomic status' effect on readmission patterns warrant an in-depth discussion. Is this a finding that can be explained by other factors in the study, like differences in diagnoses? Can it be explained by how the Australian health care system is organized?
We believe that the differences can be partially explained by the universal healthcare system in Australia as ED use is fully subsidised by the government whereas psychiatric services can be offered by a range of services including private providers of acute psychiatric care. It may also be explained by the scarce resources in the remote and rural region for acute psychiatric services. Two sentences have been added to the discussion section page 28 line 21-26 to page 29 line 1-2 and it reads "Emergency departments are widely distributed and freely available through a universal healthcare system in Australia, and are therefore accessible regardless of socioeconomic status. In contrast, inpatient psychiatric care is available in larger centres only, and is provided by both public and private providers, the latter of which are accessed only by those able to afford private health insurance and/or co-payment for services41. Together, these factors may explain the variable relationships of ED representation and readmissions with socioeconomic status and remoteness of living area". The sentence has now been revised to "To understand the dynamics of acute service use, it is important to examine the factors associated with psychiatric readmissions and ED presentation in multiple intervals" on page 6 line 13-16.
2)-In the results the authors claim that 13,116 patients were excluded due to being <18 on July 1st 2005 and 1,094 patients were excluded due to death before the study period. At the same time the authors say in the methods that the included patients had to be alive and aged 18 or more on July 1st 2005. A patient needs to be included in a study to later be excluded. Please clarify.
To improve clarity, the wording has been changed to "The potential study population was people in the APDC with at least one recorded psychiatric occurring before June 30, 2012 and who were alive at 1st July 2005. From this group, we excluded people aged <18 years on 01 July 2005. Further, to determine those likely to be experiencing their 'index' or first ever psychiatric admission in our observation period, we applied a 2-year look back period and excluded from the final cohort those who were admitted to a psychiatric ward before 01 July 2007. In order ensure a 2-year minimum follow up period we also excluded those with first admission after 30 June 2010. Information regarding admission and separation from a psychiatric ward was obtained from the APDC record. Index admission was therefore a psychiatric admission occurring between 01 July 2007 and 30 June 2010, following a 2-year, admission free look back period" in the method section on page 8 line 4-22.
We also rearranged the result section to reflect the changes made in the method section. We excluded the 1,094 individuals who died before the study period in the new way the cohort is described and the total number of individuals is now 114,095. The paragraph now reads "There were 114,095 individuals with at least one psychiatric admission from 3) Please go through results again to see if even more text can be removed from the results section.
Significant reduction has been made to the result section in the manuscript, from 1,328 words in the previous result section to 1,209 words.
Results:
ED presentation
• A sentence describing the impact of the principle diagnosis of 'not a psychiatric disorder' on ED presentation has been deleted from page 16 line 9-11.
Psychiatric readmission:
• A sentence describing the impact of the living in inner regional area on psychiatric readmission has been deleted from the result on page 22 line 16-18.
• A sentence describing the impact of the principle diagnosis of 'Other psychiatric disorder' on psychiatric readmission has been deleted from page 23 line 11-12.
• Two sentences describing the impact of the categories of the Charlson comorbidity index score on psychiatric readmission have been deleted from page 23 line 18-22 and page 24 line 1-3 4) Line 3-5 at page 26 (discussion) is redundant.
The sentences have now been deleted from the manuscript. 5) In general, the results and the discussion should be more focused towards findings which directly corresponds to the aim of the study and which are relevant for the international community.
We have refined the results and discussion section of the manuscript. The results and discussion section have been condensed. The reduction of the results is summarised in the previous response. The discussion has been condensed as follows:
• The first sentence describing the aim of the study has been deleted from page 28 line 3-5.
• A sentence describing the impact of principle psychiatric diagnoses has been changed to "Principle psychiatric diagnosis has a persistent impact on the service trajectory of an individual" on page 29 line 5-6.
• One sentence explaining the impact of length of stay at index admission on psychiatric readmission has been removed from the discussion as it is less relevant to the international audience on page 30 line 6-8.
• A sentence explaining the management of drug and alcohol in NSW Australia has been deleted from page 30 line 15-19 as it is less relevant to the international audience.
• A sentence stating the association between comorbid conditions and mental health service use has been removed from page 30 line 6-8. The paragraph explaining the relationship amongst ED presentation, psychiatric readmission and non-psychiatric hospitalisation has been replaced with a paragraph which places more focus on frequent service users. The paragraph has been revised to "A commonly agreed definition of 'frequent users' is those with 3 or more visits per year for ED presentation47. A quarter of the cohort had 3 or more ED presentations even within a short 2 to 5 months period after index admission. Past studies have found that frequent ED users tend to have complex healthcare needs and are frequent users of primary and acute health services 48 49. The current study also found that non-psychiatric admissions increased the likelihood of ED presentations and psychiatric readmission. These findings suggest that strong relationships exist between each component of acute healthcare services and are in keeping with past research50 in which a small proportion of acute service users consumed intensive resources and were not optimally managed within the context of acute healthcare setting. Further research is needed to explore the characteristics of frequent service users in this cohort" on page 32 line 4-15. 6) Line 6-11 at page 30 (discussion) should rather be omitted.
The sentences have now been deleted from the manuscript. 7) "Strengths and limitations" also contains information that belongs to the general discussion. This should be reorganized.
The paragraph has now been refined. The refined sections are listed below:
Strength and Limitation
• Two sentences describing how first psychiatric admission was captured have been deleted from page 33 line 1-6.
• Two sentences describing the databases used to identify Intellectual Disability status have been removed from page 33 line 9-14.
• A sentence has been added to the section to reflect the limitation of the possibility of not capturing the true first admission. The sentence is "our method of identifying index admissions may have inadvertently captured individuals who had admissions prior to July 2005" on page 32 line 25 to page 33 line 1.
• Two sentences have been added to the section to reflect the strengths of the study on page 32 line 22-24. The sentences are "To our knowledge, it is the only cohort study internationally that has examined these associations at multiple time intervals. The current data-linkage study represents a large cohort and provides a comprehensive overview of factors associated with psychiatric readmissions and ED presentations".
8) The conclusion should be rewritten, with focus on the contents of line 25 page 31 to line 6 page 32.
The conclusion has now been revised to "We propose the following recommendations to improve service integration: a stronger public health approach to address the impact of social determinants on service utilisation, early intervention programs for dual diagnosis of mental illness and drug and alcohol comorbidity, an urgent response to address the unmet needs of individuals with ID and mental illness and a more holistic care approach to address comorbidity in the inpatient setting. In addition, more research is needed to understand the mental health service trajectories of individuals beyond the commonly used 30 days interval" on page 34 line 8-15. 
GENERAL COMMENTS
This is an important paper, taking into account several relevant predictors, and including two outcomes, with some similar but some unique variables associated with them. The combination of ED visits and hospital admissions, as well as the outcomes at 3 different timepoints are paper strengths. I just have a few small comments at this stage.
Abstract:
If space allows, I might note that there are some unique predictors based on timing of outcome and type of outcome. This is an important contribution of the study but not emphasized in abstract Introduction: line 14 pg 6 -maybe change the word "in" to "over" and include a period after intervals. Method: pg 8 line 12 perhaps state: when the index separation was noted and delete the second "index separation" Discussion Second paragraph: comment about different pattern related to neighbourhood income is also relevant to age: younger more likely to have repeat visits to ED but older more likely to be readmitted. In explanations for different predictors, may also be worth considering that the decision to go to ED is often initiated by the patient, but the decision to be hospitalized is primarily a clinical decision with less decision making power from the patient. There may be some patient groups who seek help, but clinicians do not perceive admission as helpful to them.
It is an important point that the costs and availability of ED versus inpatient vary. This varies by jurisdiction so I appreciated the explanation of how this works in Australia. In Canada, hospitalizations are funded through the public system, the same as the ED.
REVIEWER
Ingrid H. Johansen National Centre for Emergency Primary Health Care, Uni Research Health, Bergen, Norway REVIEW RETURNED 03-Jan-2018
GENERAL COMMENTS
The authors have done a great job with the manuscript, and I have no further suggestions for improvement.
When they prof-read their manuscript, they should be aware that there are a couple of words missing here and there, probably due to the editing process.
VERSION 3 -AUTHOR RESPONSE
Reviewer Name: Yona Lunsky Institution and Country: CAMH, Canada
Please state any competing interests or state 'None declared': None declared Please leave your comments for the authors below This is an important paper, taking into account several relevant predictors, and including two outcomes, with some similar but some unique variables associated with them. The combination of ED visits and hospital admissions, as well as the outcomes at 3 different time points are paper strengths. I just have a few small comments at this stage.
We would like to thank Professor Yona Lunsky for her further comments and suggestions, which have helped us to refine the manuscript. Each of the comments have been addressed below. Please note all the included references to the page numbers and lines are based on the track change version of the manuscript.
Abstract:
If space allows, I might note that there are some unique predictors based on timing of outcome and type of outcome. This is an important contribution of the study but not emphasized in abstract
We have revised the results and conclusion sections in the abstract to reflect this strength of the study. The paragraphs have been revised to "Results:
Index admission was identified in 35,056 individuals (51% males) with a median age of 42 years. A total of 12,826 (37%) individuals had at least one ED presentation in the first 24 months after the index admission. Of those, 3,608 (28%) presented within 0-1 month, 6,350 (50%) within 2-5 months and 10,294 (80%) within 6-24 months after index admission. A total of 14,153 (40%) individuals had at least one psychiatric readmission in the first 24 months. Of those, 6,808 (48%) were admitted within 0-1 month, 6,433 (45%) within 2-5 months and 7,649 (54%) within 6-24 months after index admission. Principle diagnoses and length of stay at index admission, sociodemographic factors, Charlson comorbidity index score, drug and alcohol comorbidity, intellectual disability and other inpatient service utilisation were significantly associated with ED presentations and psychiatric readmissions, and these relationships varied somewhat over the intervals studied.
Conclusion:
Social determinants of service utilisation, drug and alcohol intervention, addressing needs of individuals with intellectual disability, and recovery-oriented whole person approaches at index admission are key areas for investment to improve trajectories after index admission" on page 2 line page 13-23 and page3 line 1-8.
Introduction: line 14 pg 6 -maybe change the word "in" to "over" and include a period after intervals.
The sentence has now been revised to "To understand the dynamics of acute service use, it is important to examine the factors associated with ED presentation and psychiatric readmission over multiple intervals in the 24 months after index separation." on page 6 line 17-19.
Method: pg 8 line 12 perhaps state: when the index separation was noted and delete the second "index separation"
The sentence has now been revised to "The index admission started at the date of the first admission to the psychiatric facility and ended when the index separation was noted" on page 8 line 15-16.
Discussion
Second paragraph: comment about different pattern related to neighbourhood income is also relevant to age: younger more likely to have repeat visits to ED but older more likely to be readmitted.
In explanations for different predictors, may also be worth considering that the decision to go to ED is often initiated by the patient, but the decision to be hospitalized is primarily a clinical decision with less decision making power from the patient. There may be some patient groups who seek help, but clinicians do not perceive admission as helpful to them.
Thank you for the helpful comments. We have edited the second paragraph in the discussion to reflect the suggested changes. The paragraphs now read:
" Similar to previous studies demonstrating a relationship between sociodemographic and mental health service use, this study found that age and sex had a significant association with ED presentations and psychiatric readmissions after the index admission. Extending previously documented associations between sex and mental health service use, being male was associated with lower likelihood of psychiatric readmissions in our study. Consistent with previous population data, being younger increased the likelihood of ED presentation, but was associated with a reduced likelihood of readmission in the short to medium term.
While low socioeconomic status and remoteness of the living area were associated with more ED presentations, they were associated with lower likelihood of psychiatric readmissions. Our findings are consistent with previous studies which found that individuals with higher education and income use more mental health services whereas individuals with lower socioeconomic status tend to use more crisis driven services such as ED. Emergency departments are widely distributed and freely available through a universal healthcare system in Australia. Attendance at ED is patient or carer initiated, and is available regardless of socioeconomic status. In contrast, inpatient psychiatric care is available in larger centres only, and is provided by both public and private providers, the latter of which are accessed only by those able to afford private health insurance and/or co-payment for services. Further, the decision to admit to inpatient psychiatric care is typically made on the basis of a comprehensive assessment of clinical needs. Together, these factors may explain the variable relationships of ED representation and readmissions with socioeconomic status and remoteness of living area" on page 25 line 9-26 and page 26 line 1-6.
VERSION 4 -REVIEW
REVIEWER
Yona Lunsky
Centre for Addiction and Mental Health, Underserved Populations Program REVIEW RETURNED 10-Jan-2018
GENERAL COMMENTS
Thank you for responding to my comments. I have no further concerns.
